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LETTERS TO THE EDITOR
Notice of Duplicate I'llablicaltiborn
I apologize to the readers of the Journal of
the America. College of
Cardiology for the duplication of material published in the two
articles referenced below (1,2). Although explanations are no ex-
cuse, the circumstances surrounding this occurrence are as follows :
The JACC article (1) was submitted on September 12, 1992 and
was in press at the time the American Journal of Cardiology
symposium paper (2) was submitted on January 12, 1993 . The AJC
symposium paper was an expansion of abstract data presented on
March 14,1992 of a smaller initial patient group . In the time from the
abstract presentation to submission of the JACC manuscript, the
data base was significantly enlarged; the data were analyzed in
detail, and the results formulated and submitted to the JACCfor full
peer-reviewed presentation . I believed that the symposium paper
would be enhanced by citing the larger patient series instead of the
original small abstract subset .
I recognize that the publication of duplicate research is in
violation of the code for conduct for scientific publication . Mistak-
enly, I felt that the very limited content of the AJC symposium
would not constitute a significant research duplication since, al-
though the larger patient population is presented, the application,
explanation and concepts surrounding the larger data set were not
reproduced. My intent was to provide enhanced introductory mate-
rials to the symposium readers . My enthusiasm contributed to this
problem beyond input from my coauthors .
As an active participant in the scientific publication and editorial
process, I find it embarrassing but educational to recognize that self-
imposed or other editorial deadlines caim be a rationale for such action.
This situation could have been avoided by attention to publishing
deadlines, recognition that material for a symposium should be con-
fined to presented material, despite subsequent significant additions or
changes, and that the extraction and excerption of material in press in
one journal should not be used until that article has been published or
released by the publisher. It is clear from this experience that contrib-
utors with commitments to prepare symposium papers, book chapters
or other articles must maintain the sanctity of the principal data source
to avoid compromising investigator, institutional and journal integrity .
MORTON J. KERN, MD, FACC
J.G
. Mudd Cardiac Cathelerization Laboratory
Saint Louis University Hospital
3635 Vista Avenue at Grand
Saint Louis, Missouri 63110
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Estima
fing
* Cardiac Risk Before Major
Vascular Suepry
Divila-Romin and colleagues (1) report that dobutamine
stress
echocardiography may be a useful predictor of perioperative cardi-
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ace vents and long-term prognosis in patie .. .s scheduled for periph-
eral vascular surgery who are unable to exercise . Preliminary
studies at other centers (2,3) have reached similar conclusions but
also share certain limitations that deserve comment.
Clinicians conventionally seek evidence of myocardial infarction
(within the last 6 months), worsening or unstable angina, significant
aortic stenosis, uncontrolled hypertension, heart failure or arrhyth-
mia or recent aneventful noncardiac surgery to assess risk and
decide manageuient . After prospective study of >1,000 patients,
such variables have been embodied in a mititifactorial index score
(4), based on point scores for nine independent criteria, which
usefully stratifies perioperative cardiac morbidity and mortality risk
into four groups . The predictive accuracy of this score versus
dobutamine echocardiography has yet to be determined and war-
rants attention .
All four perioperative events in the study of DAvila-Roman et al .
(1) occurred in a group of 10 patients with provoked ischernia during
dobutamine challenge who had not undergone preprocedure coro-
nary revascularization . These disconcertingly small numbers doubt-
less arise because the laudable consequences of identifying high risk
patients include more intensive intraoperative monitoring, preoper-
ative coronary grafting or angioplasty or even cancellation of
planned surgery, all of which tend to reduce the event rate .
Although the relative merits of different anaesthetic techniques
continue to be debated, the number of patients who underwent
general as opposed to regional anesthesia in the various groups
should be stated. Also, no information on how dobutamine electro-
cardiography fared as a predictor is given .
We have studied the prognostic value of dobutamine echocardi-
ography in patients with high pretest likelihood of coronary artery
disease (5) and also in patients with coronary artery disease who had
an intermediate prognostic treadmill score (6) as defined by Mark et
al . (7) . Inducible transient regional asynergy identified patients at
increased risk of future cardiac events and were correlated with the
presence of underlying severe multivessel disease, whereas baseline
clinical variables and dobutamine electrocardiography wire not
predictive (5,6) . Other workers (8) have found that dobutamine
echocardiography enables risk stratification in women, a group in
whom exercise electrocardiographic ST segment analysis is known
to be less reliable. These data are consistent with the observations of
DAvila-Romdn et al . (1).
A large, preferably multicenter, trial resulting in the accrual of
many more hard events would best address whether dobutamine
echocardiography deserves general application as a predictor of
surgical outcome in patients with peripheral vascular disease or only
in specific subgroups . Efficacy and cost-benefit comparisons with
dipyridamole thallium scintigraphy are also warranted particularly
in view of the ongoing health care reform debates in the United
States and elsewhere.
PETER K. MAZEIKA, MRCP
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Signal-Averaged P Wave Dtray;
Atrial Fibrillation
Guidera and Steinberg (1) purport to show that duration of the P
wave determined by time domain signal averaging is predictive of
the development of paroxysmal or sustained atrial fibrillation . On
the basis of a calculated positive predictive value of 92%, the
authors imply that this test will be of value to identify patients at risk
of future development of atria[ fibrillation . They further state that
"because the development of atria] fibrillation is associated with a
significantly increased risk of morbidity and mortality, a nieans of
identifying these patients well before the onset of atria[ fibrillation
could lead to . . . possibly a more aggressive approach to the
treatment of the underlying cardiovascular disorder or a prophylac-
tic intervention for atrial fibrillation ." Aside from the absence of
data to suggest that prophylactic therapy even for patients at high
risk of atrial fibrillation (e .g ., those with mitral stenosis) is either
effective or valuable, we believe that their basic conclusions are
flawed in terms of both design and statistics as detailed here .
The authors state that the single parameter .if filtered P wave
duration was chosen because of concern that terminal QRS voltages
on the signal-averaged electrocardiogram are poorly reproducible .
Reference to the article (2) quoted to support this indicates that, in
that study . the QRS duration did show variability on consecutive
tracings, particularly with regard to automatic detection of onset and
offset . Certainly a study of P wave duration requires validation of
the reproducibility and calculation of con fi&nt:6 intervals of mea-
sured values . Unfortunately, Guidera and Steinberg present no data
to document reproducibility of P wave signal-averaged duration
despite the fact that even a small variability would influence their
conclusions, as described below .
The specificity of a test depends upon accurate definition of
controls, yet the authors' definition of disease-matched controls is
unclear. Eight are said to have had hypertensive heart disease, but
no echocardiographic data are presented . Hypertension is a well
known risk factor for atrial fibrillation, presumably because of
impaired ventricular compliance in the hypertensive ventricle . As
such, true disease-matching would need documentation of similar
degrees of left ventricular hypertrophy in control patients and
patients with fibrillation. Because it is unlikLly that a diagnosis of
hypertensive heart disease would be made in the absence of an
echocardiogram it is puzzling why such data are omitted .
One third of the 15 patients reported on had had chronic atrial
fibrillation requiring electrical cardioversion . Although it might be
postulated that these patients were more likely to have pronounced
abnormalities of the atrium, the authors justify their inclusion by
citing a study by Cosio et al . (3), which they state demonstrated that
patients with paroxysmal and sustained atrial fibrillation "share
similar electrophysiologic abnormalities as determined by direct
cardiac recordings
." Again, their conclusion is faulty, as examina-
tion of this paper indicates that Cosio et al . studied 14 patients, only
I of whom had had chronic atrial fibrillation-hardly a basis for such
a statement .
Even if the preceding criticisms could be satisfactorily au-
dressed, we believe the conclusion of Guidera and Steinberg to be
seriously flawed, suggesting, as it does, that P wave signal averaging
may be a useful screening test . The authors have incorrectly applied
the concept of positive predictive value to their findings, resulting in
an apparently impressive result . The predictive value of a test is
critically dependent on the prevalence of the disease being studied in
the general population and should not be calculated from an arbi-
trarily chosen number of control patients . The authors base their
calculations on a 50% disease prevalence (15 patients and 15 control
subjects) whereas a more reasonable prevalence, based on epidemi-
ologic data, would be 1% to 2% for paroxysmal atrial fibrillation .
Assuming a prevalence of 2% then, on the basis of data in their
Figure 4, screening 1,000 patients would identify 16 of 20 at risk of
paroxysmal atrial fibrillation (80% sensitivity) while finding 69 false
positive results (93% specificity) with a positive predictive value of
181%. Assuming a very small variability in P wave measurement, a
3 .2% decrease in the lower cutoff rate from 155 ms to 150 ms would
decrease specificity to 75%, increase sensitivity to 85% and result in
a predictive value of 6 .57c--certainly not a useful screening t 4 .
As we have previously noted (4), Guidera and Steinberg are not
the first investigators to fall into this trap when seeking a screening
test for paroxysmal atrial fibrillation that utilizes signal-averaging . It
is unfortunate that such errors find their way into peer-reviewed
journals, as reliance on the published (but incorrect) predictive
value of such studies may increase testing costs and subject patients
with positive tests to unnecessary, or even potentially harmful,
further investigation or therapy .
RODNEY fl. FALK, MD, FACC
ARTHUR POLLAK, MD
Cardiology Section - T227W
Boston City Hospital
Cardiology Section
The Talbot Building 2W
818 Harrison Ave
Boston . MA 02118
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